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One previous case has been reported by Ebrill and Eleck. A boy developed a tuberculous abscess in the thigh four months after a continuous intramuscular injection of penicillin in that site. The original infection for which the penicillin was given was a staphylococcal axillary abscess. It was considered by these workers that, as they could find no primary lesions in the boy, the infection was caused by the introduction of tubercle bacilli at the time of the penicillin injection. Hounslow considered that this abscess occurred as the result of a hematogenous spread from some primary focus elsewhere, and a haematoma at the site of infection torming a nidus of lowered resistance for tre tubercle bacilli.
In the case presented here the fact that abscesses were present in both thighs suggests a hkmatogenous mode of infection. It is assumed that the one in the left groin was due to lymphadenitis draining that in the left thigh. It is a possibility, though unproven, that the original cervical abscess was tuberculous, as the pus was sterile. Biopsy of liver (Dr. J. D. Gray).-The architecture of the liver has altered: the lobular pattern replaced by strands of fibrous tissue spreading out from the portal spaces cutting the lobules into an irregular pattern. The bile ducts are dilated and here and there small ducts unrelated to the portal spaces can be seen lying in the fibrous tissue strands. In other peri-portal areas are collections of lymphocytes, polymorphs and fibroblasts. In the liver parenchyma the bile canaliculi are dilated; thrombi were not seen. The liver cells are not remarkable.
Discussion on pathological findings.-From the biochemical point of view the persistently high blood cholesterol, high blood alkaline phosphatase and moderately increased plasma bilirubin were suggestive of a liver lesioit of the obstructive type. More evidence was obtained when the abnormal blood sugar curve was fitted into the pattern-for it indicated the probability of liver parenchymal destruction. When these facts were related to the clinical observations a cirrhotic liver appeared to be the most likely consideration. The presence of a normal thymol turbidity test was not unexpected as the plasma protein estimation had shown no pathological variation. The histological picture was therefore in complete keeping with the biochemical findings.
The recent work of Dible et al. on the relationship between infective hepatitis and cirrhosis should be borne in mind when considering multilobular cirrhosisas exhibited by the histological picture this case presents. A preceding zonal and focal necrosis with the necrotic parenchymal tissue replaced by the proliferating ducts and their attendant fibroblasts could be visualized when studying the sections.
A diagnosis of multilobular cirrhosis of the liver with congestive spleen has been made in this case, but the label does not embrace the mental retardation, the thyroid changes with a transient hyperthyroidism and the excessive weight. The aetiology of the cirrhosis is not known; there is no previous history of any illness that might predispose to its development. Male, aged 4 years 10 months. Only child. Birth weight 6 lb. 13 oz. Did not gain well in infancy. At age 7 months to 10 months he was in hospital with measles and whooping cough. Weight 10 lb. at age of 10 months. Frequent colds since then and has remained thin, but otherwise well.
On examination.-6.11.46: Liver enlarged two fingerbreadths, sharp edge. Spleen enlarged 7 inch below umbilicus, smooth, not tender.
27.11.46: Generalized glandular enlargement. Glands discrete, not tender. Temperature 101°. The spleen now reaches to the left pubic ramus.
Investigations.-Blood-count: R.B.C. 4,880,000; Hb. 84%; C.I. 0-87; W.B.C.
